"NO TIME FOR TEACHING AT OUR TEACHING HOSPITALS."

Editor,
Depending on the speciality choice you have made you may spend anywhere between zero and one hundred percent of your direct clinical contact time in an outpatient setting. The UK Patient charter, now designated the NHS Constitution, sets out the standards of care that patients can expect including the maximum waiting time for a routine outpatient appointment which currently stands at 18 weeks in the United Kingdom 1 . Within Otorhinolaryngology outpatient referrals have increased year on year. With increasing referral numbers and fixed waiting times outpatient clinics are at risk of being overloaded with decreasing time available for patients to spend with their doctor and potential decreases in the quality of care that they may obtain.
ENT UK have drawn up guidelines for safe patient numbers at clinics for consultants, registrars, SAS and junior trainees 2. No such guidelines are present for other specialities. Mention is made in the ENT UK guidelines with regards to reducing clinic numbers for consultants supervising trainees , however no mention is made with regards to medical student teaching for either consultant or registrar grades.
In 1845 the number of students studying medicine at Queens University was 55, while today the number of fulltime students is approximately 1200
3 . This is a substantial increase and is common across all Universities in the UK. Interestingly a review into admission rates to Medical and Dental Schools in the UK has shown that admissions have exceeded recommendations for at least the past five years and the government have recommended a 2 per cent reduction in intakes from next year 4 
.
This increasing number of medical students will all engage in clinical tuition to some extent throughout their undergraduate career with a proportion of this occurring in the outpatient setting. A study in 1999 suggested that medical student satisfaction is higher when they have the opportunity to both sit in on consultations and get an opportunity to take histories and certainly this is a key aspect of medical training 5. The slow erosion of supporting profession activities (SPA) sessions is resulting in the relocation of medical student teaching from non clinical sessions into clinical time. Unfortunately this places additional demands on the supervising doctors in these clinics to provide both high quality patient care and tuition and one would question whether this well versed form of teaching is sustainable. In addition medical school admissions are increasingly competitive as are foundation job placements which has led to increased student expectations and demand for a greater duration of higher quality teaching.
Increasingly teaching is being diluted in our teaching hospitals to allow the prioritization of service provision. In an era of increasing litigation, time pressure and patient demand we need to ensure that our clinics are productive, safe, sustainable and provide adequate learning opportunities for medical students and junior doctors. This may mean that patients numbers at outpatient clinics need to be reduced to ensure successive doctors remain competent to treat them. 
ACUTE FULMINANT NECROTISING LYMPHOCYTIC MYOCARDITIS IN A PATIENT WITH MIXED CONNECTIVE TISSUE DISEASE: A RAPID CLINICAL RESPONSE TO IMMUNOSUPPRESSION
Editor
Myocarditis is an uncommon condition encompassing a spectrum from asymptomatic cases to fulminant heart failure. Acute fulminant myocarditis is characterised by severe haemodynamic compromise often necessitating circulatory support. The diagnosis and management of myocarditis remains challenging with uncertainty surrounding the role of immunosuppression therapy. We describe a case of biopsy-proven acute necrotising lymphocytic myocarditis which responded rapidly to steroids, mycophenolate and immunoglobulins.
A 53 year old male was admitted to a District General Hospital with a 4-day history of chest pain and 'flu-like symptoms. He had a history of mixed connective tissue disease (MCTD). Physical examination revealed sinus tachycardia (126bpm) and mild pulmonary oedema.
The ECG on admission showed sinus rhythm with Q waves in the anterior chest leads and T wave inversion in leads I, aVL and V3-V6. High-sensitivity troponin T (hsTNT) was 5220ng/L and the C -reactive protein (CRP) was 328mg/L. Within 24 hours he developed cardiogenic shock with severe pulmonary oedema, left bundle branch block and severe left ventricular systolic dysfunction (LVSD). Transfer was arranged due to clinical instability. At cardiac catheterisation, the aortic pressure was 83/55mmHg with a left ventricular end-diastolic pressure of 35mmHg. Coronary angiography showed no obstructive disease and an intra-aortic balloon pump (IABP) was sited.
With the progressing ECG abnormalities, echocardiographic findings and rising biomarkers, a diagnosis of acute myocarditis was made. Urgent right ventricular endomyocardial biopsies were undertaken with frozen section analysis confirmed acute necrotising myocarditis. There was no evidence of vasculitis and giant cells were absent on histopathology (Figures 1 & 2) . Immunohistochemistry was negative for Epstein Barr virus (EBV) and parvovirus. Viral polymerase chain reaction (PCR) was weakly positive for both. Screening for hepatitis B, C, cytomegalovirus (CMV), erythrovirus B19, streptococcus pneumoniae and picornavirus was negative.
Oral prednisolone (40mg OD) and mycophenolate mofetil (500mg BID) were commenced on rheumatological advice. A total dose of 300g of Human Immunoglobulin [Privigen ® (CSL Behring, PA, US)] was administered over 5 days.
A rapid clinical improvement ensued, facilitating IABP removal and discontinuation of inotropes after 72 hours. Standard heart failure therapy was commenced. Repeat echocardiography by day 9 showed only mild global left ventricular systolic impairment. Temporary interruption in mycophenolate therapy occurred due to shingles (treated with Ganciclovir). He was discharged on day 15.
DISCUSSION
The diagnosis of myocarditis should be considered in any patient presenting with acute heart failure. Non-invasive imaging modalities (ECHO and Cardiac MR) are helpful in establishing the diagnosis. Ultimately, myocarditis is a histopathological diagnosis. Multiple endomyocardial biopsy samples are required as sampling error can occur in the setting 
